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Effect of cardiomyoplasty on coronary artery flow 
To the Editor." 
Cardiomyoplasty is being evaluated as a therapeutic 
option for patients with chronic heart failure. The current 
form of cardiomyoplasty has a number of limitations. A
major drawback of cardiomyoplasty is the high early and 
late mortality in patients in New York Heart Association 
class IV, particularly those with ischemic cardiomyopa- 
thy) In a recent publication in this JOtJRNAI, Tsukube and 
associates 2 measured coronary artery flow in dogs under- 
going cardiomyoplasty. The peak blood flow velocity was 
measured with a Doppler catheter inserted into the left 
main coronary artery. They found that peak velocity of 
coronary blood flow was increased by 26% in systole and 
by 4% in diastole. The augmentation of the left main 
coronary artery blood flow was attributed to the enhance- 
ment of systolic ardiac function. Unfortunately they did 
not mention whether the muscle wrap was complete, 
because incomplete posterior wrap is unlikely to affect he 
blood flow of the left anterior descending coronary artery 
to the same degree as a complete wrap. 
Tsukube and associates 2 claimed: "A detailed analysis 
of the hemodynamic effects of this procedure [cardio- 
myoplasty] on coronary blood flow has never been under- 
taken." In 1991 Odim, Adoumie, and Chiu 3 measured 
myocardial oxygen extraction rate in normal canine heart 
after cardiomyoplasty. On observing an increase in coro- 
nary sinus blood flow during cardiac assistance, they 
concluded that cardiomyoplasty may increase oxygen ex- 
traction and that the coronary arteries adjust by increasing 
total flow during muscle stimulation. More recently, 
Soltero and coworkers 4 reported significant reduction of 
flow through the left anterior descending and circumflex 
coronary arteries in acute cardiomyoplasty in dogs. This 
dramatic observation was found in three cardiomyoplasty 
configurations: left cardiocostal, right cardiocostal, and 
double cardiomyoplasty: The worst scenario was in double 
cardiomyoplasty, wherein the left anterior descending and 
the circumflex coronary artery flows dropped by 35% and 
27%, respectively. 
Because of these highly contradictory laboratory find- 
ings, an urgent need exists for assessment of the effect of 
clinical cardiomyoplasty on coronary blood flow, particu- 
larl~r in patients with ischemic heart disease. 
R. El Oakley, FRCS 
LCH 
Bonner Rd. 
London E2, United Kingdom 
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Reply to the Editor: 
We agree with Mr. E10akley that Odim, Adoumie, an 
Chiu 1 showed increased coronary sinus blood flow durin 
cardiac assistance. We further concur that Odim's grou 
suggested that cardiomyoplasty may increase oxygen ei 
traction but that the coronary arteries adjust by increasin 
coronary artery flow during burst stimulation. Their fine 
ings were nearly consistent with our findings, whic 
showed enhanced coronary arterial blood flow velocil 
during cardiac assistance with cardiomyoplasty. 2 
We also agree that incomplete muscle wrap may lesse 
the effect of cardiomyoplasty on coronary arterial bloo 
flow. Although the muscle flap wrapped the ventricle 
completely and coronary arterial flow velocity was me~ 
sured in the left main coronary artery in our stud' 
muscular compression of the heart cannot be fully evalt 
ated until the muscle flap is completely adherent. Re 
cently, Soltero and colleagues 3 reported significant redu~ 
tion of flow through the left anterior descending an 
circumflex coronary arteries immediately after posteric 
cardiomyop!asty in dogs. 
These contradictory findings may be attributable t 
several factors, including methods, the measuring poin 
stimulation mode, and coronary arterial pressure. As w 
explained in the discussion section of our article, th 
Doppler catheter system can minimize the motion artifa~ 
during contraction of the latissimus dorsi muscle fla 
because the catheter can be fixed at the end of the mai 
trunk of the left coronary artery, where muscle contra( 
tion may not directly affect the diameter of the vessel; 
Left ventricular pressure in systole was augmented a~ 
proximately 16% from 84.6 -+ 3.8 mm Hg in contr( 
animals to 97.1 _+ 3.4 mm Hg in those with cardiomy( 
plasty. However, the left ventricle moved toward the bas 
of the heart during contraction of the latissimus dor: 
muscle, and we could not obtain a constant signal whe 
the Doppler catheter was placed in the left anteric 
descending artery. In contrast, augmentation of left vet 
tricular pressure was approximately 100% in the stud 
3 reported by Soltero and associates (from i00 to 200 mT 
Hg in their figure). This marked increase may be impo~ 
tant to exacerbate the adverse ffect of cardiomyoplas! 
on the coronary arterial flow in their study. In addition, 
we described in our discussion, additional increase i
perfusion pressure will not increase coronary arterial rio, 
when coronary perfusion pressure is high. 4 In our stud, 
initial perfusion pressure was set at about 60 mm Hg an 
autoregulation was partially abolished. Increases in corc 
nary perfusion pressure, from 60 to 70 mm Hg, and i 
stroke volume may enhance the coronary arterial flow, i 
association with an increase in coronary arterial flo, 
velocity. 
Limitations of our study include use of unconditione 
skeletal muscle, use of an acute heart failure model, an 
use of normal canine heart. As Soltero's group pointe 
